occluded by thrombus from the bifurcation to the coeliac axis. Both renal arteries, the superior mesenteric, and the right vertebral arteries were thrombosed with the kidneys, small bowel, and part of the cerebellum infarcted. No venous thrombosis was present. The patient also had gall stones.
Postpartum cranial diabetes inslpidus
Cranial diabetes insipidus is uncommon and is rarely associated with Sheehan's syndrome.' Isolated impairment of posterior pituitary function in the face of entirely normal anterior pituitary function is most unusual after postpartum haemorrhage. We here describe a patient with such abnormalities.
Case report
A 23-year-old Yemeni woman, gravida 5, para 3, ruptured her uterus during delivery of her fourth child at term, when she had a severe uterine haemorrhage and hypotension which required emergency hysterectomy. Postoperatively she developed sudden severe thirst, polydipsia, and polyuria. She was unable to establish lactation but her child thrived. During the next 12 months she lost 5 kg in weight, continued to pass 7-8 1 urine/24 h, but took no medication. Physical examination showed no signs of hypopituitarism. She was clinically euthyroid; blood pressure was 120,75 mm Hg. Milk could not be expressed from her breasts. IUrine output was 6 5 1/24 h with no glycosuria. Radiograph of sella turcica, perimetry of visual fields, and computerised tomography scan of head were all normal. Serum calcium, glucose, and electrolytes were within normal limits, as was thyroid function (thyroxine 112 nmol1l (8 7 tg/lO0 ml), triidothyronine uptake 106%).
Anterior pituitary stimulation by insulin-induced hypoglycaemia, thyrotrophin releasing hormone (TRH), and luteinising hormonereleasing hormone (LHRH) were entirely normal (table) and basal prolactin (230 mU/l) was not raised. But despite fluid restriction, which resulted in a 4-5 0 weight loss, and an increase in plasma osmolality of 10 mmol/kg there was little decrease in urine flow rate or increase in urine osmolality (table) . Intranasal DDAVP (synthetic vasopressin analogue) 40 ,ug caused a prompt rise in urine osmolality. Furthermore, immunoreactive plasma vasopressin2 was low (2-3 pg/ml) and failed to rise after osmotic stimulation with hypertonic saline which increased plasma osmolality by 23 mmol/'kg. All the patient's symptoms were controlled with intranasal DDAVP 10 jjg daily. 
Comment
This patient had clear evidence of cranial diabetes insipidus from the results of fluid restriction and subsequent response to DDAVP and also from the lack of vasopressin response to osmotic stimulation by hypertonic saline. Yet there was no suggestion of anterior pituitary dysfunction on either clinical or biochemical grounds. From the history the abnormalities apparently dated from the immediate postpartum period after uterine rupture. We were unable to find any other possible cause for the diabetes insipidus-particularly pituitary and suprasellar tumours that occasionally result in isolated diabetes insipidus. To our knowledge only one similar case has been reported' and in that instance plasma vasopressin concentrations were not measured.
Pituitary dysfunction after postpartum haemorrhage usually affects only the anterior part of the gland. Nevertheless, despite the lack of clinical evidence of cranial diabetes insipidus, most patients with longstanding Sheehan's syndrome have neuronal degeneration of the supraoptic and paraventricular nuclei of the hypothalamus with associated changes in the posterior pituitary.4 Therefore other hypothalamic disorders might be expected with Sheehan's syndrome. Persistent hyperprolactinaemia and galactorrhoea in association with cranial diabetes insipidus but preserved anterior pituitary function have been described in only two patients. Why the posterior pituitary and hypothalamus, in contrast to the anterior pituitary, are so rarely affected by postpartum haemorrhage is not clear. The explanation may be due, in part, to a difference in blood supply, since the adenohypophysis is supported by the superior hypophysial artery, whereas the neurohypophysis and hypothalamus are supplied by the inferior hypophysial artery and branches from the circle of Willis. Whatever the explanation, our patient presents an unusual syndrome of isolated cranial diabetes insipidus with preserved anterior pituitary function after postpartum haemorrhage. 
